abdominal cavity was as clean as it is after the removal of a simple, pedunculated ovarian cyst. The tumour was roughly globular in shape and its diameter varied between 13 and 20 centimetres. Its surface was smooth and divided into two halves by the attachment of the amnion. From the faetal surface which bulged into the amniotic cavity, there arose a necrotic umbilical cord. On the smooth maternal surface could be seen the stretched-out fallopian tube which appeared to be intact.
The tumour was examined by Professor Willis and Dr. L. W. Proger at the Royal College of Surgeons but owing to its advanced state of necrosis it is not possible to identify even the limits of the placenta. From its anatomical relations the tumour clearly consists of the placenta and a right ovarian tumour.
It is believed that this is a primary ovarian pregnancy in an ovarian tumour sufficiently large to contain the pregnancy until the chorion had lost its invasive properties. At some stage, the bag of membranes must have herniated out of the tumour probably before the attack of pain which may have been due to haemorrhage into the tumour. Toxamia of pregnancy with concealed accidental hxmorrhage.
The same afternoon normal delivery occurred of a stillborn frtus; the placenta was expelled with a large retro-placental clot. After delivery B.P. 150/100. No urine was obtained on catheterization. 1.4.48 and 2.4 .48: B.P. 150/100. No urine obtained on catheterization. With a diagnosis of bilateral cortical necrosis she was at once transferred to the Hammersmith Hospital for treatment by blood dialysis with the "artificial kidney" [1] if anuria persisted.
The subsequent course of events can be seen from the chart. The total urinary output in the twenty-nine days that the patient survived from the start of anuria amounted to less than 2 litres. The urea concentration in the urine was less than 300 mg. % and the total amount of urea excreted by the kidneys in the twenty-eight days was only 5 grammes.
The treatment of anuria or oliguria can be divided into three main headings: (I) Fluid balance.-The total fluid intake by any route intravenous, rectal or oral is maintained at 1,200 to 1,500 c.c. per day in excess of fluid loss in urine and vomit.
(2) Diet.-An intake of 2,000 calories per day is aimed at, with a minimal protein content. This diet is extremely difficult to administer successfully owing to the unpalatable food that the restricted choice permits; those that are available are fat in the form of margarine, carbohydrate as cane sugar, glucose or lactose and fruit. Borst [2] has described in some detail the diet as he uses it.
(3) It is not uncommon to find a considerable reduction in plasma chlorides in anuric patients, in which case sufficient sodium chloride should be administered by mouth, either in tablet or capsule form or dissolved in the daily fluid allowance to return this level to normal. This may, however, prove impossible as the salt may cause vomiting. If any urine is being passed, the sodium chloride lost should be balanced by sodium chloride administered, similarly with vomiting. Where a chloride level is normal and there is no chloride loss, no salt whatever should be administered.
It is the rule to find a reduction in carbon-dioxide combining power of the plasma, but if the fluid balance and diet are carefully controlled this will not require any special attention. In cases in which the management has not been ideal and a severe acidosis is present, this can probably only be righted effectively by dialysis.
If a patient remains anuric, or virtually so as considered by urea output, six days after the onset of the acute renal failure, dialysis is undertaken with the artificial kidney in order to remove protein breakdown products and to right any electrolyte imbalance.
On the sixth day of anuria in this patient the blood urea had risen to 220 mg. %.
Dialysis was performed and 38 grammes of urea removed and the blood urea reduced to 112 mg.' On the twelfth day the blood urea had again risen, now to 290 mg. 0,, dialysis removed 88 grammes of urea and the blood level was reduced to 40 130 mg.% of urea. On the seventeenth day the blood urea had again risen to 210 mg. %, dialysis removed 42 grammes of urea and the blood level was reduced to 110 mg. urea %.
After the third dialysis the patient remained relatively well for several days and a period of over three weeks had elapsed since the original renal catastrophe. It was decided that while the diagnosis of cortical necrosis was almost certainly correct, were there sufficient kidney tissue surviving to keep the patient alive a considerable diuresis would by this time have been expected. In view of the very small amounts of urine and extremely poor urea concentration, it was not felt justifiable to try to maintain this patient's life yet further by means of the artificial kidney, the more so as one could only give a virtually hopeless prognosis to the young husband.
The patient died on the twenty-eighth day and a post-mortem confirmed the diagnosis of bilateral cortical necrosis. Typically the naked-eye appearance of a longitudinal section of the kidney showed sparing of a thin rind of subcapsular tissue and a rather wider juxtamedullary zone. The histological examination showed tubules but no glomeruli in the subcapsular zone, a fairly large number of surviving glomeruli in the juxtamedullary zone but the majority of the accompanying tubules, however, were dilated and had debased epithelium'.
That it had been possible to maintain a patient's life for twenty-eight days in the absenrce of any significant renal function would seem to justify the claim that the artificial kidney is an effective treatment for acute uremia, and should enable us to tide over a patient during the crucial time that the kidneys might be recovering from an acute catastroDhe.
